In March this year the Eighth Report of the Confidential Enquiries into Maternal Deaths in the UK was published. 1 These enquiries began in 1952 and, as well as providing a breakdown of the causes of deaths in pregnancy and the puerperium, have highlighted areas of substandard care and listed recommendations to improve the care received by pregnant and puerperal women. The maternal death enquiries have influenced maternity health-care policy in the UK as well as stimulated the development of local and national evidencebased guidelines. Other nations look to the UK Maternal Death Enquiries to learn lessons and many of the recommendations are relevant for other developed countries.
The most recent report 1 has shown a fall in the death rates from direct causes (those directly attributable to obstetric conditions) including obstetric haemorrhage, ectopic pregnancy and venous thromboembolism. Guidelines published by the Royal College of Obstetricians and Gynaecologists (RCOG) in response to earlier reports are thought to have contributed to the fall in deaths from these conditions. Maternal deaths from venous thromboembolism in the 2006-2008 triennium (0.79 per 100,000 maternities; 95% CI 0.49-1.25) have halved compared with the 2003-2005 triennium (1.94 per 100,000 maternities; 95% CI 1.43-2.63). This significant reduction in deaths from pulmonary embolism, from 33 to 16, was predominantly the result of a fall in antenatal deaths and deaths after vaginal delivery. The period 2006-2008 was the first full triennium after the RCOG Green Top Guideline on Thromboprophylaxis during pregnancy, labour, and after normal vaginal delivery 2 was published in 2004. The last time there was a fall in the deaths from venous thromboembolism was after the RCOG guideline for thromboprophylaxis after caesarean section was published in the mid-1990s. This is the first report since the early 1990s where venous thromboembolism has not been the leading cause of direct deaths. A significant fall in maternal deaths goes some way to answering the issues raised by the article published in this issue by Bond et al., 3 which questions the cost-effectiveness of the more aggressive updated thromboprophylaxis guidelines published in 2009. 4 Thromboprophylaxis works and saves lives. The fewer the women who die, paradoxically the harder it is to justify the expense and inconvenience of widespread risk assessment and increased use of low molecular weight heparin.
But despite these successes and a fall in direct maternal deaths, the recent report has highlighted that almost 60% of maternal deaths are due to indirect, mostly medical, causes. The leading indirect causes of death are cardiac disease and neurological disease. Of particular concern, there has been no significant fall in the number of maternal deaths due to indirect causes over the last 20 years. Most of the indirect deaths in the last report were associated with substandard care, of which one-third were classified as major substandard care, where different care may have prevented the death of the mother.
Many of the deaths are from treatable medical conditions such as heart failure, diabetes, epilepsy and asthma. The Confidential Enquiries reveal failures to counsel, monitor, assess, refer, diagnose and treat common medical conditions. In this issue, we publish a review on peripartum cardiomyopathy by Blauwet and Sliwa. 5 Peripartum cardiomyopathy killed 11 women in the UK between 2006 and 2008, of whom two had had previous peripartum cardiomyopathy. Substandard care included failure to appreciate that wheeze can be due to pulmonary oedema, failure to investigate for causes of tachycardia and tachypnoea, and failure to appreciate the significance of a raised base excess on arterial blood gases. These are fundamental and essential clinical skills.
It is time for physicians, obstetricians, primary care doctors and all those involved in caring for pregnant women to improve their knowledge of the interaction of medical diseases and pregnancy. No women should be wrongly advised to stop important medications such as steroids in pregnancy, or be denied appropriate radiological investigations due to inappropriate concern regarding fetal safety. Obstetric physicians have a role but any physician and all obstetricians involved in counselling women of childbearing age with chronic medical conditions or asked to review women with acute medical problems in pregnancy need to have the appropriate knowledge, expertise and clinical skills, or have access to a colleague with these skills. This will ensure that women receive the best care and advice from a multidisciplinary team to maximize their chance of a successful outcome and minimize the risk of adverse maternal or fetal outcomes.
The countdown to the 2012 London Olympics has begun. It is now just over a year until ISOM 2012 which will take place in Keble College, Oxford from 7 to 8 July 2012, just before the ISSHP meeting in Geneva and three weeks before the Olympics! You can access more information at www. isom2012.org. Please save the date and encourage all your colleagues to attend.
